Background: New evidence has found breast and cervical cancer risk factors unique
| INTRODUC TI ON
Recent data show that the gap in breast cancer incidence between white and African American women is closing. 1 More specifically, African American women are diagnosed more frequently than previously recognized, yet death rates still remain comparatively much higher. 1 New scientific research from the African American Breast
Cancer Epidemiology and Risk (AMBER) Consortium also suggests that higher parity and lack of breast-feeding increase African
American women's risk of developing ER-and triple-negative breast cancer (TNBC). 2 The data also demonstrated that this increased risk of TNBC can be mitigated with breast-feeding. 2 These findings have the potential to drastically impact the incidence of breast cancer and related outcomes in African American women in the United States as these women are disproportionately affected by ER-breast cancer, and compared with white women, they have more children 3, 4 and are less likely to breast-feed. 5, 6 In addition, following Hispanic women African American women in the United States are also more likely to get cervical cancer 7 and have a mortality rate twice that seen in white women. Significant racial health disparities persist, despite the decline in cervical cancer rates seen across the United States. African
American women are more likely to die of cervical cancer due to a combination of factors including later stage at diagnosis, [8] [9] [10] [11] less aggressive treatment 11, 12 and less access to care. through faith-and community-based educational programmes. 14, 15 NWP is one of the most robust and lasting evidence-based lay health advisor (LHA) programmes using group education, navigation, empowerment messages and survivor narratives to increase breast and cervical cancer screening among African American women in community settings. 15, 16 The NWP model was developed with a theoretical foundation in health education, learning styles and ethnographic fieldwork. 17, 18 The selected behaviour change theories were especially relevant to address breast and cervical cancer disparities while taking into account the specific cultural and educational needs among rural underserved African American women in Arkansas, where the programme was originally developed. Over the past 28 plus years, the NWP model has been implemented, replicated and disseminated in over 40 sites in 22 states, with over 400 trained volunteers, reaching up to 10 000 women annually. 1, 19 Currently, there are 18 active sites within the NWP network that continue to demonstrate capacity and sustainability for programme implementation. Both levels of engagement are central to a community-based participatory research (CBPR) approach and in line with the mission of the original NWP model. These objectives were accomplished using a progressive, four-phased approach. What follows is a report of the results and findings from each of the four phases.
| ME THODS
Phase I focused on revising the curriculum using a CBPR approach that involved multiple and iterative processes in which the community partners worked alongside the scientists to review the curriculum. The next phases related to a pilot implementation study of the new curriculum at three NWP sites and dissemination of the pilot study results to the national members. More specifically, phase II involved training NWP staff at three sites to deliver the new curriculum as part of the CBPR education programme, and phase III examined its acceptability, relatability and ability to educate participants attending a NWP event.
Phase IV involved dissemination of the new education curriculum to NWP members attending the Annual Meeting for Education and Networking (AMEN) and subsequently revising the curriculum in light of their evaluation and feedback.
| Sites and communities for testing the NWP curriculum
The pilot study of the feasibility and educational effectiveness of the new curriculum was conducted across three established NWP Preventive Services Rask Force) and nature of any changes. 30 The revisions were made using an iterative and collaborative approach guided by CBPR methods. Lastly, feedback from the NWP Board of Directors, staff and volunteers on the final products was elicited and revised accordingly. Participants who were eligible for breast and cervical cancer screening were contacted at 2 weeks following the educational programme to assess knowledge, retention, dissemination, risk perception, self-efficacy and intent for breast and cervical screening.
| Study implementation
Participants who were non-adherent to screening guidelines were contacted again at 2 months to assess dissemination of programme content and screening intent/completion. The remaining AMEN sessions included various organizational workshops to support the NWP sites on strategies to improve communication and collaboration, grant writing tips, board development activities and volunteer support. A breakout session exercise was also conducted using a small group discussion format led by a facilitator to generate site-specific strategic implementation plans.
| Phase 4: dissemination of the new curriculum

| New curriculum: product of phases 1-4
The updated curriculum includes a set of PowerPoint presentation 
| Data analyses
Study site baseline characteristics were compared across all three study sites (WNY, AR and NYC). Chi-square was used for categorical values, and one-way ANOVA was used for all continuous values.
Scores from pre/post knowledge tests were computed as the aver- 
| RE SULTS AND FIND ING S
| Pre/post train the trainer survey results (Phase II)
Training across the three pilot sites resulted in a total of 24 trained individuals. There were seven LHAs, four role models, seven staff 16.14). Pre-/Post-test scores indicate that participants scored significantly higher on the post-test with a mean per cent change score of 31.5% (P < .000). Scores by site are presented in Table 1 .
| Pre/post pilot implementation survey results (Phase III)
A total of 31 educational programmes were piloted (WNY = 13, AR = 9 and NYC = 9) and reached a total of 332 African American TA B L E 2 Witness project pilot programme summary by national site (study phase 3) Mean %), with a mean per cent change score of 48.7% (P ≤ .001).
P-value n (SD) n (SD) n (SD) n (SD)
Although the primary aim for the pilot was feasibility and increase of knowledge by participants, telephone follow-up surveys with a limited sample (20%) of previously non-adherent women attending the new education programmes demonstrated a 33% screening rate two months later.
| Annual meeting for education and networking evaluation survey results (Phase IV)
Evaluation survey results regarding the new curriculum content were collected from participants in attendance during the AMEN and are summarized in Table 4 . A total of 103 participants from 14 NWP sites attended the AMEN. As shown, the average mean range for the 10 items regarding acceptability of curriculum content and format ranged from 4.23 to 4.65 and the average was 4.61 out of 5.
The average mean for the breast cancer items was 3.82 out of 5, and the average mean for cervical cancer items was 3.86 out of 5. The two lowest rated items on new breast cancer information had average means of 3.72 and 3.74, respectively, and covered information on incidence and parity specific to African American women.
| D ISCUSS I ON
We conducted a CBPR approach including four phases to update the NWP educational curriculum and evaluate its effectiveness among participants who attended education programmes as part of a pilot study. The first phase resulted in the production of the updated NWP curriculum. The curriculum includes a set of PowerPoint presentation slides with embedded videos for LHA-led educational instruction with community participants as well as updated training materials for train the trainer instruction with LHA and WRM volunteers. The second phase involved training the trainers on the new curriculum at each of the three participating pilot sites. A total of 24 individuals were trained across the three pilot sites. Trainees scored significantly higher on the post-test with a mean per cent change score of 31.5% (P < .000).
In the third phase, the new education curriculum was implemented across three NWP sites as a pilot study to evaluate effectiveness of the curriculum among community participants. A total of 31 educational programmes were conducted across the three NWP sites reaching a total of 332 African American female participants. Our findings expand upon the limited research that has previously been conducted on the delivery of faith-based, African
American-focused LHA-led education programmes to increase breast [33] [34] [35] and cervical cancer health knowledge. 36 We are the first to report on a CBPR approach to update curriculum content in order to more broadly disseminate important scientific findings relevant to breast and cervical cancer prevention and risk (ie breast-feeding and HPV vaccination) that is also culturally tailored to African American women. Prior research on faith-based cancer education and lifestyle interventions among racial ethnic minority groups suggest that these organizations have a unique position to deliver health information and services to underserved communities and many cancer prevention researchers have used churches as health intervention settings for cancer education especially among African Americans. [36] [37] [38] [39] In addition, our findings also expand upon the NWP as a longstanding community-based breast and cervical cancer educational programme that targets underserved African American women nationally to increase awareness and understanding, and promote routine screening for breast and cervical cancer. As the science of cancer continues to evolve and new information is available regarding risk and behaviours to reduce risk (eg breast-feeding and HPV vaccination), it is essential that this critical information be incorporated into this multi-site programme in order to reach individuals in various communities at a grass roots level. This article reveals the complexity of the process necessary to update educational curriculum content for a multi-site, community-based outreach organization such as the NWP, as well as evidence demonstrating the need for this information in these communities. It was essential to receive perspectives, relevant content and evaluation from representatives described in each of the four phases of the research for the final To our knowledge, this is the only study that has tested a community-based educational curriculum using the NWP model to deliver new scientific content (eg breast-feeding, parity and the HPV virus) regarding breast and cervical cancer risk and opportunities for risk reduction targeting underserved African American women.
Many of the women in these communities were unaware of or very few had been exposed to information on the cancer prevention benefits of either of these primary prevention strategies prior to our pilot study. Despite the important strides that continue to be made 
| LI M ITATI O N S
There are limitations to our study as this was not a randomized control trial at the site or programme level. In phase 2, differences in the trainees' pre/post knowledge assessment scores across the sites may have been due to the different sizes of training classes at each site. During phase 3, the pilot implementation of the new curriculum, pre/post programme assessments helped to measure changes in knowledge but are not an indicator of participants' ability to retain the information or their actual behaviours with regard to breast and cervical cancer risk reduction (eg breast-feeding or HPV vaccination). We encountered missing data for either pre-or post-test or for both the pre-/post-test for phase 3 (pilot study) as not all participants answered all questions. Therefore, we have different sample sizes for the comparisons across breast and cervical cancer as well as existing versus new content. We were limited in our collection of breast and cervical cancer screening outcomes as this was not a TA B L E 4 (Continued) primary endpoint for this study. Our primary objective was to assess feasibility and test effectiveness of the new curriculum. Cancer screening outcomes were collected for a subsample of participants reached as a component of follow-up; however, these results were not significant. The collection of participant demographic information was limited due to programme delivery-related time constraints.
Thus, we were unable to look at potential differences by level of education among participants. The addition of multiple novel topics (ie parity and breast-feeding and HPV vaccination) required additional time to explain and allow for participant questions.
| CON CLUS ION
This study demonstrated that updates in scientific content and format changes can be successfully adapted into the community- 
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